Bleeding from duodenal varices is a rare complication of portal hypertension, occurring in only 0.4% of these patients and is often life-threatening because of the difficulty in diagnosis and treatment. Treatment options include surgical procedures and endoscopic and endovascular treatments. A 48-year-old female cirrhotic patient was admitted to our clinic with upper gastrointestinal (GI) tract bleeding. Endoscopic examination revealed nonbleeding Lm, Cb, RC (+), F3-F3-F2 esophageal and nodular-bleeding-oozing duodenal varices. Esophageal varices were eradicated with band ligation at two sessions. After one session of 2% polydocanol sclerotheraphy, no signs of bleeding were determined. Complete eradication was achieved after five sessions and 1 year apart from the initial treatment duodenal varices were eradicated. Although duodenal varices are rare, they are frequently fatal. There are limited data regarding optimal treatment. Successful treatment depends both on patient factors (hepatic synthetic function, comorbidities, size/location of the varices) and center expertise. Long-term eradication is variable and may depend on the cause and extensiveness of the ectopic varices.
INTRODUCTION
Bleeding from duodenal varices is a rare complication of portal hypertension, occurring in only 0.4% of these patients and is often life-threatening because of the difficulty in diagnosis and treatment. 1 Mortality rate is approximately 40%. 2 Optimal treatment mode is controversial since data about duodenal variceal bleeding at the literature is limited. Treatment options include surgical procedures and endoscopic and endovascular treatments. 3 We report an upper gastrointestinal (GI) tract bleeding at a cirrhotic patient with missdiagnosed duodenal varices even after five upper GI tract endoscopic examinations.
CASE REPORT
A 48-year-old female cirrhotic patient admitted to our clinic with upper GI tract bleeding. Esophageal varices were eradicated with band ligation at two sessions. After one session of 2% polydocanol sclerotheraphy, no signs of bleeding were determined ( Fig. 3) , and complete eradication was achieved after five sessions (Fig. 4) , and 1 year apart from the initial treatment duodenal varices were eradicated.
DISCUSSION
The pathologic variceal sites commonly seen are gastroesophageal varices (esophageal varices and cardiofundic varices). Ectopic varices which represent 2 to 5% of GI tract variceal bleeding are dilated splanchnic (mesoportal) EJOHG veins/varicosities, and/or dilated portosystemic collaterals commonly occur secondary to portal hypertension along the entire GI tract outside the common pathologic variceal sites. 4 Although distal varices can be determined, duodenal varices are typically located in the 1st or 2nd portions of the duodenum and are commonly identified by upper endoscopy, computed tomography (CT), or mesenteric angiography. 5 Treatment options in duodenal variceal bleeding include endoscopic procedures (endoscopic varix band ligation (EVL), sclerotherapy, clipping), interventional radiological procedures (TIPS), percutaneous transhepatic obliteration (PTO), transileocolic vein obliteration (TIO), balloon-occluded retrograde transvenous obliteration (BRTO), and surgery (variceal ligation, duodenal resection, and extrahepatic portosystemic shunt creation). 6, 7 Unfortunately, the case numbers of ectopic varices in the literature is small, and no definite conclusion can be made as to which is the ideal way to manage these varices. Endoscopic therapies include mechanical therapies (band ligation) and injection therapies (sclerotherapy with sclerosants or tissue adhesives). 3, 8 There is theoretically an increased risk of complication of banding and sclerotherapy in the duodenum because of the thinness of the wall of this organ. Although the efficacy of endoscopic band ligation of esophageal varices is well established, its use in duodenal variceal bleeding is limited to only case reports. An extensive literature review from 1995 to the present found only 19 previously reported cases of duodenal varices treated with EVL. 9 The success of duodenal EVL is significant only in 3 of 19 patients (15.8%) with high amount of rebleeding after treatment. No death occurred related with the complications of the procedure or rebleeding. Various sclerosants, such as asethanolamine oleate, sodium morrhuate, absolute alcohol, polydocanol, N-butyl-2-cyanoacrylate, and thrombin have been used successfully in patients with ectopic variceal bleeding in primary endoscopic hemostasis or secondary therapy following failure of other endoscopic approaches. 10 Although duodenal varices are rare, they are frequently fatal. There are limited data regarding optimal treatment. Successful treatment depends both on patient factors (hepatic synthetic function, comorbidities, and size/location of the varices) and center expertise. Longterm eradication is variable and may depend on the cause and extensiveness of the ectopic varices. In our case, we were successful in achieving hemostasis by using endoscopic injection sclerotherapy with 2% polydocanol, which resulted with the complete eradication of duodenal varices after five sessions. One year apart from the initial treatment duodenal varices were eradicated. Mis diagnosis in five prior upper GI tract endoscopic examinations suggests that endoscopy must be performed by an expert clinician, and the clinicians must consider that the varices can occur at places apart from esophagus and stomach, like distal parts of the duodenum. Endoscopic injection sclerotherapy with polydocanol may be an effective therapeutic option for the control and eradication of ruptured duodenal variceal bleeding.
